Of these 36 patients, one had ischvmic colitis with gangrene, 24 an ischoemic stricture and 11 transient ischaemic colitis. Thirty-three of the patients presented with sudden onset of left iliac fossa pain, 24 had rectal bleeding and 16 diarrhoea. The site of the lesion on barium enema examination was at or around the splenic flexure in 33 patients; in no case was the rectum abnormal.
Plain films of the abdomen are generally not of much diagnostic value; occasionally, polypoid change (Marston et al. 1966) can be identified, however. A new and important barium enema finding is 'funnelling', which consists of a gradual widening at either end of an ischaemic stricture at its junction with the unaffected colon. This appearance is not seen in carcinoma or Crohn's disease where the change from the lesion to the normal colon is far more abrupt, while in idiopathic proctocolitis the change from the abnormal segment to the normal one is imperceptible. Another barium enema change worth emphasizing is sacculation (Marston et al. 1966 ): this consists of ballooning of the colonic wall situated characteristically on the antimesenteric border; it should not be confused with diverticular disease in which the diverticula are much smaller and situated predominantly on the mesenteric border of the colon. Sacculation appears late in the disease, usually some months after the onset of symptoms.
Aortography continues to be disappointing from a diagnostic viewpoint; the main arteries demonstrated by conventional aortography are usually normal although the marginal arteries are often of small size or absent in the region of the lesion. In one aortogram, contrast medium was held up by the ischmemic lesion when the remainder of the colonic vessels had completely cleared. This phenomenon suggests that the vascular occlusion, in many instances, is in the small vessels of the colonic wall.
In the management of this series, 3 patients had a diagnostic laparotomy only, 8 a two-stage exteriorization followed by resection and anastomosis and 14 elective resection and anastomosis. Eleven cases did not require an operation, being of the transient type. Should the lesion cause obstruction, the treatment of choice is one-stage elective resection and anastomosis, preferably done some weeks after the onset of symptoms when the lesion has shortened; at this stage less colon needs to be resected. Survival is still the main concern of surgeons who operate on abdominal aortic aneurysms but, as techniques improve and results become more encouraging, the complications of surgery are being studied with more care. This paper considers some of the gastrointestinal complications of abdominal aneurysm surgery.
In a series of 70 of these operations done at St Thomas's Hospital during the last ten years intestinal complications occurred in 22, an incidence of 31 % (Table 1) . General surgical complications: Apart from the ileus which might be expected after any major abdominal operation complications included small bowel obstruction, volvulus of the cwcum, local bowel trauma and exacerbation, perforation and bleeding from peptic ulceration. Specific complications: Intestinal complications associated specifically with abdominal aneurysm surgery included technical problems; postoperative ischzemic conditions; and the formation of aorto-enteric fistulh. Technical problems were encountered when bowel or mesentery was so closely adherent to the aneurysm wall that resection of bowel was necessary before the aneurysm could be isolated.
Ischaemic complications were surprisingly rare. Acute colonic ischaemia, presenting as gangrene, occurred in only 2 cases: in one resection of the rectosigmoid was necessary eleven days after the aneurysmorrhaphy; in the other colonic ischemia only became apparent at a subsequent abdominoperineal resection for carcinoma of the rectum.
Stricture formation was seen in only one patient. Transient changes occurred in 3 patients; one presented with melena and 2 had persistent diarrhoea post-operatively without radiological changes. One patient complained of post-prandial pain for two years post-operatively which may well have been caused by mid-gut ischkmia.
Aorto-enteric fistule occurred in 5 patients: 2 had aorto-duodenal fistulh, 2 had aorto-colic fistule and 1 an aorto-jejunal fistula. One patient had both an aorto-colic and an aorto-duodenal fistula. In both cases of aorto-colic fistula bleeding occurred at the site of anastomosis but in 2 of the 3 small bowel fistulh the aortic stoma was found to be proximal to the aortic anastomosis. It has been our practice to wrap the prosthesis and the anastomosis either in the remains of the aneurysm sac or with nearby viable tissue; the production of fistule proximal to the aneurysmorrhaphy suggests that it may well coincide with the area of duodenal reflexion and the site of aortic crossclamping.
